case of retinitis pigmentosa in which the strise were well developed, the appearance was probably attributable to irregular traction. The peculiar double contour formation is exactly comparable with the appearance afforded to oblique illumination by folds in the posterior capsule of the lens after cataract extraction, and it is analogous to the phenomena of so-called striate keratitis, in which also the double contour of the grey lines is a characteristic feature.
DISCUSSION.
Mr. HERBERT FISHER: In support of the idea that the fundus changes are of new formation there is the fact that the man was definitely blind in his remaining eye for a considerable time after he was hit, and that suggests some definite lesion, probably in the fundus oculi. And as there was ecchymosis on the anterior part of the globe, the probability of central cedema is considerable. With regard to the evidences of past cedema in the head of the optic nerve, the refraction of the eye is 3 or 4 D. of hypermetropia, and the congested appearances may not be due to recent change, but may be those which are not uncommon in the hypermetropic fundus.
Mr. ORMOND: I thought, on looking at the disk, that the amount of swelling was very much greater in the upper than in the lower part of the disk, and I regarded the condition as pathological. I think a similar appearance has been recorded in Szily's book, which was published in 1916. I have seen similar conditions where there has been an injury on one side of the head, without any actual contact lesion on the other, and I looked upon it as due to the force of the blow. I think this man had a large piece of metal through the head, which caused a considerable wound. Apparently it was limited in its passage to one side of the face. 
Section of Ophthalmology
1918, there was a displacement of the left globe forwards, downwards,. and outwards, which had been noticed by the friends for six months,. and diplopia had been present for three months. Vision-c cyl.. -2 D.' I7 ; pupil normal, fundus normal, no limitation of movement.. The roof of the orbit was depressed and felt hard. There was no pain nor discomfort, but the mother had noticed apathy and want of energy-
Be,fore operation. Shaded area shows position and extent of tumour.
(From skiagram.)
Dr. Peter Abercrombie found nothing wrong with the nose or surrounding sinuses, and an X-ray picture by Dr. Ironside Bruce revealed a solid mass in the orbit. In September he was in Moorfields under Mr. Treacher Collins, who recommended, after the case had been seen by his colleagues, that the growth should be removed by a surgeon skilled in cranial surgery. This was done in the National Hospital on December 7, 1918, by Mr. Donald Armour, who came to see me with the patient on January 29, 1919. The patient's recovery was complete and perfect. The globe was in its normal position; no diplopia. Left .visionc cyl. + 0 75 D. 1 0-; binocular visiona, no fundus change, no headache, and the patient appeared brighter. The surgical problem in this case was one of operative approach, that is to say in what way the tumour could be reached so as to be completely removed without doing damage to cranial or orbital contents: also, at the same time, though this was of secondary importance, to avoid disfiguring the youth very much. After seeing the skiagram, I concluded that the best method was by an osteoplastic flap turned down in the frontal region, as is done in removing frontal lobe tumours. I made such a flap, with its base at the supra-orbital margin, Section of Ophthalmnology urning down the scalp and bone together. The cranial portion of the tumour, which was pushing up the under surface of the frontal lobe covered. by dura, was thus displayed. By pushing dura and brain gently back over the summit of the tumour, one could see the whole extent of its cranial portion. On examining it and testing its degree of fixity, I concluded-wrongly, as it turned out-that it was fixed to the supraorbital margin. Therefore I sawed through the supra-orbital margin on either side of the tumour. But on attempting to remove it this wedge of bone separated cleanly from the tumour, and remained attached to the periosteum. The tumour was removed with chisel and hammer, the roof of the orbit, which was involved, being removed piecemeal by means of cutting forceps. The operation was completed by putting the wedge of supra-orbital margin back again, then replacing the bone-flap and scalp, and stitching it up. There was uninterrupted recovery. The intracranial portion of the tumour was smooth, white and ivory-like, while the other portion, below the orbital roof, was covered by mucous membrane. That, as Mr. Lang has pointed out, shows it must have been growing from the frontal sinus. There was no evidence at the time of operation that the frontal sinus had been opened. On the day following the operation, however, and for two or three days following it, the patient had an escape 6f blood from the nostril.
(Skiagrams shown by epidiascope.)
DISCUSSION.
The PRESIDENT: Mr. Armour's operation is a brilliant success. The contrast with the old days comes forcibly into one's mind, when ophthalmic surgeons attacked ivory exostoses from the orbit, and broke their drills and ruined their instruments in the attempt to remove them. Wlhat was the point of origin of the growth ?
Mr. DONALD ARMOUR (in reply): The outer surface of it was ivory-like and composed of compact tissue. I think it started, as Mr. Lang said, from the frontal sinus, as the lower portion is covered with mucous membrane.
